MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63—{)14443

DEPAATMENT OF PUBLIC HEALTH AND WELFARE ? STATE FILE NUMBER
Registration District No. oo —Primary Registration District No. _ﬂ[___legiurar‘n No. Lz

1.~ PLACE OF DE 3. USUAL RESIDENCE (Where deceased lived. If institution: Rgsidence bofore

-. courm'-yf A oU/’S &. STATE Ma b. COUNTY 57" ¢A /S Mmission)

b, CITY (If outsidp corporate limits, give TOWNSHILFP only) Length of stay in 1b . _Ccl,'l;f_ lns:j{nmm
Town / 72 V.74 Do # | own 2o Yes i No

¢. FULL NAME OF (If NOT in haspital, give location) Inliyiu o, STREET (If cutsids, giva location) Reside on Farm
No [

TNeT T ToN, 'f'?"(ﬂ”/j /9/95//.//5[ Yot { ADDRESS /0§-gf46/5£ ('fy Yes (1 No

© 2. NAME OF DECEASED First Middls Last 4. .DATE Month Day Year

(Type or print) g/,éW[ A F Tylﬂ F 'BEOAFTH \3 ,6/ é 3

7. Married @ Never Married (] |8. DATE OF BIRTH | ¥ AGE (last birthdey) | IF UNGER 1 YEAR _IF UNDER 24 AR

5. SEX 6. COLOR CR R
M’[[ 1, /6 Widowad [J Divorced [ %,7../?” é-a Months | Days I Hours | Min.

102, USUAL OCCUPATION {Give kind of work done | 10b. KIND- OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or country) | 12, CtTIZEN OF WHAT COUNTRY

DEen g \WACNVER ELEC. Cﬂﬁ’sVMAE AEnvTocK, U.S.47-

13b, MOTHERS MAIDEN NAME 14, NAME OF HUSBAND OR

TTNotN T £p |ORPHA WaL Ton/ | WEGKIE THAR P

15. WAS DECEASED EVER {N U.S. ARMED FORC 14. SOCIAL SECURITY NG. INFORMANT Address

{Yes, %nknown)l (If yas, give war or dates ¢ » /A 4 4 IP 7‘#”'€f /o s "2 ?4/33’49;’;

18. CAUSE OF DEATH (Enter only one cause g g INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: QNSEY AND DEATH

IMMEDIATE CAUSE (a) ) Coronary occlusion ' 1 hr

DO NOT WRITE AMENDZ
ON THIS STUB NOZD

VS 300
Rev. 4/59

'4foc2

2860

OATE AMENDED

DOCUMENT

whith gave rise 10
above cavse (a),
stating the under-
lying  couse  last DUE TO (<)

PART Il. OTHER SIGNIFICANT CONDI'IIONS CONTRIBUTING TO DEATH but net releted 1o the terminsl PART NI. ¥ decessed was fersle w
disease condition given in PART 1 [a) ) there a pragnancy in tast 90 days

]_D Yeas | O Neo LD Unknow

9. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 11 of item 18.)
PERFORMED? B (m] 0
yes(O NOf .

Z0c. TIME OF  Woul _ Month, Doy, Yeor | .
INJURY a.m. R
p-m. .

*20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., i ot about home, | 20f. CI3Y, TOWN, OR LOCATYIDN COUNTY

WHILE AT WORK (] farm, fectory, street, office bidg., etc.)
NOT WHILE AT WORK [

Conditions, if any.-] DUETO B} Arteriosclerosis : : : 2 yrs

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

her . 62
21. | sttended the decesied from and last saw h,e,:, alive on. Dec. 19
Du'h occurred & t’ Louls CO' HOS 1t'al on the date stoted sboye, and to th. best of my I:nowladgg, from the causes stated.

(Degrea or title) 226, ADDRESS

F, SNYDER,DO | 9409 W. M:thon, St.Louis 14,Mo.

%ﬁATE Zk NAME OF CEMETERY OR C yTORY 23d. LOCATION (City, town, or county]

25 43 MEMOIR 1A 4 ALK 57“aw.s Cov

ADDRESS 25, DATE RECD. BY LOCAL REG.

. G107 Kactdi gl 3-r2-63

{Licensed Embalmer‘s Sfltemem on Reverse Side}

USE BLACK INK
| OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NQ.




LR

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - Student Embalmer No,

working under my personal supervision. . . , ) Ww’v\
. . B o
Student Signed M
Signature of Student Embalimer ' .
Licensed Embalmer Noiﬁ ﬂ/

- P.O. Address_&é&l_ﬁmg ;ﬁ(‘o ,

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply.
with the above consfitutes grounds for revocation of license). .-
If embalmed by a STUDENT, he also shall sign in his OWN handwriting
.. If this body is not embalmed, fact should be so stated above.




